It is not possible to deal with more than the principles of treatment in a short discussion of this wide subject, and I propose, therefore, to consider only those joints most commonly affected, namely, the spine, the hip, and the knee.
GENERAL TREATMENT.
A tuberculous joint is the outward and visible sign of an inward and dangerous disease, and the very existence of a joint lesion indicates that there has been a latent bacillaemia, at some not very remote period. A tuberculous joint, of itself, is rarely a cause of death during the early days of the disease. Occasionally, a general dissemination from the hidden glandular focus may kill a patient at a time when the joint has just declared itself as being diseased; therefore general treatment is every bit as urgent and important as treatment of the local lesion.
Unfortunately, no specific remedy of proven value has yet been discovered, and we have to rely on the influence of rest, fresh air, good food, and sunlight which, though easy to name, are expensive, and sometimes difficult to supply.
There is fairly general agreement about the nature and value of these measures, and it is only the climatologically minded who discuss the merits of the climate at this or that open-air hospital. But The Extra-Articular Focus.
It occasionally happens that the focus of disease seems to be confined to the bone some distance away from the joint, and the question of early operative intervention arises. On the face of it, operation seems the obvious treatment. If the focus is eradicated the joint will be saved.
But it must be remembered that the bone infection is due to an embolic shower, and it is likely that for every obvious cavity there may be a number of smaller foci radiographically indemonstrable-some of them, perhaps, in the closest proximity to the joint (Fig. II , Plate 4). It is a common experience to find that thorough eradication of the demonstrable focus is followed, sooner or later, by involvement of the joint, and one is forced to the conclusion that the joint was either infected from the first, or, as seems more likely from the long interval that generally elapses, from a minute focus that could not be detected. Although intervention is sometimes successful it has yet to be shown that operation yields a greater number of satisfactory results than conservative treatment.
Early Fusion Operations. 
+ +++
Fixation and traction are continued, as in the spine, until serial radiograms show the three characteristic signs of quiescence; the duration of this period is about twenty-one months in a child, and rather less in an adult. The patient is then allowed to walk in a short closely fitting plaster spica, and this will benefit him in three ways. The heart and lungs will be able to resume their normal activity (which is of importance if operation is contemplated), the head of the femur will be pushed firmly into the acetabulum so rendering conditions favourable for ankylosis, and an opportunity is afforded for getting back movement in the knee on the affected side-which is always more or less stiff.
The indications for arthrodesis of the hip are more pressing than for any other joint. Spontaneous bony ankylosis of a tuberculous hip is rare, even after sinus formation and secondary infection, and the fibrous ankylosis that commonly results is rarely sound. Furthermore, no really satisfactory apparatus for controlling the hip over long periods has yet been invented. Hence a successful arthrodesis enables the patient to dispense with apparatus, and offers a fair guarantee against the slow development of a flexion-adduction deformity or recurrent disease.
The operation, however, must hold out a reasonable prospect of success, for it is not an operation of necessity, as ordinarily understood, and it is a relatively severe procedure. It is now fairly certain that an iliac graft is better than a tibial, and methods have recently been devised whereby the operation may be carried out with safety in children, Seddon(2a, Barr3) . A successful result is one of the most gratifying things in surgery (Fig. V, Plate 4) line, and a more or less severe flexion deformity will appear. This can be prevented only by the wearing of a caliper until the epiphyses have almost united.
The operation on the child, therefore, as little to commend it, and is best postponed until late adolescence. The position in adults, where excision may be regarded as the routine treatment, is rather different from anything we have yet considered. The disease, if treated conservatively, goes through the usual stages of invasion, destruction, quiescence, and healing. Excision of the knee differs from the fusion operations on the spine and hip, in that access to the joint is so complete that thorough removal of the disease can be combined with the removal of the joint surfaces that constitutes the essential part of the arthrodesis. It follows, therefore, that operation in the stage of invasion, when the disease is stll confined to the synovial membrane, may be carried out successfully, provided that the diseased tissues are resected widely. If the disease has reached the destructive stage (great swelling and thickening, and a radiogram showing erosion of bone), the chances of arresting the disease by operation are considerably diminished. Indeed, intervention at this stage may be followed by widespread infection of the limb (on two occasions I have had to perform amputations after untimely excisions), sinus formation in the incision, or, at least, failure to obtain bony fusion.
A joint in this condition is best treated conservatively, and arthrodesis is performed late, when the lesion is becoming quiescent, as in disease of the spine or
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Excision of the knee after the age of 45 is not likely to be successful, and there is fairly general agreement that amputation is the most satisfactory form of treatment for middle-aged and old patients.
